Background: Equity seems inherent to the pursuance of universal health coverage (UHC), but it is not a natural consequence of it. We explore how the multidimensional concept of equity has been approached in key global UHC policy documents, as well as in country-level UHC policies.
Background
Universal health coverage (UHC) means that all people receive the health services they need, including health initiatives designed to promote better health, prevent illness, and to provide the treatment, rehabilitation and palliative care of sufficient quality to be effective while at the same time ensuring that the use of these services does not expose the user to financial hardship [1] . Equity seems inherent to the pursuance of UHC: for instance, the World Health Report 2008 defines universal coverage reforms as "reforms that ensure that health systems contribute to health equity, social justice and the end of exclusion, primarily by moving towards universal access and social health protection" [2] ; the World Health Organisation (WHO) believes that equity is an intermediate objective of UHC [3] ; and the WHO Consultative Group on Equity and Universal Health Coverage urges countries to commit to fairness, equity and rights to health in policymaking [4] . However, equity is not a natural consequence of the implementation of UHC policies. On the contrary, the pursuance of UHC implies trade-offs which are not necessarily favourable to vulnerable people, and some policies pursued in the name of UHC may worsen inequalities [5] [6] [7] [8] . Hence the acknowledged importance of measuring inequity, and tracking progress in this regard when implementing UHC policies [9, 10] .
Note first that equity is a commonly used term in public health. A narrative review of peer-reviewed literature published in English between 2005 and 2013 retrieved approximately 9000 papers from PubMed via the search words, 'universal health coverage/care' and 'equity/inequity' [9] . However, it is a controversial, ambiguous concept that is intertwined with a number of other concepts such as fairness (which is a broader concept and specifically focuses on the worst-off), equality, social justice, social inclusion, solidarity, altruism, and rights to health [4, 6, [11] [12] [13] [14] [15] . It is opposed to health inequalities or disparities, which refer to health differences that are avoidable, unnecessary, and unjust [16] . Health inequities are also closely interconnected with disparities in social determinants of health [17] .
Equity in health encompasses various dimensions, some related to means or processes, some related to ends or outcomes [13] : equity in healthcare coverage (access, use of services) (often called horizontal equity: equal treatment for equal need); equity in health outcomes; equity in health financing (often called vertical equity, meaning that everyone contributes to health financing according to one's ability to pay); equity in financial protection. When associated to the pursuance of UHC, studies from lowand middle-income countries generally explore the equity impact of UHC based on disaggregated data by geographical area, socio-economic status and gender; but another key area in which inequity may arise across both developing and developed contexts is disparities in the quality of care and access to specialised clinical services [9] . Other types of disparities in health services relate to race/ethnicity, culture, education, or other social advantages [17] [18] [19] [20] [21] . The measurement of health inequalities remains challenging and is an evolving concept [9, 12, [22] [23] [24] [25] .
Methods
This paper aims to explore on the one hand how the multidimensional concept of equity has been approached in key global UHC reports and policy documents, and on the other hand whether and how this understanding impacts on UHC policies at country level. To do so, we analysed a sample of key UHC reports and policy document both at the global level and in two countries: Benin and Senegal. These two countries are the focus of our research project (2015-2019) on UHC policies. They are located in Francophone Western Africa, have relatively similar health systems and challenges, but have chosen very different paths to expand financial protection coverage for healthcare: while Senegal has opted for communitybased health insurance (CBHI), Benin is striving to develop a national, state-led health insurance [26] . This offers interesting comparisons.
We used a similar heuristic approach to the one used by other authors regarding quality in health systems policy [27] , and searched the websites of the two major global institutions shaping UHC policies and in charge of its global monitoringthe WHO and the World Bank (WB)for reports and policy documents dedicated to UHC. We selected the most relevant and significant ones to build a purposeful sample of 20 key UHC reports and policy documents issued after the release of the first World Health Assembly Resolution on UHC (58.33) in 2005 (actually starting in 2008) and until 2018. Note that we excluded two documents whose primary focus was to comprehend equitythe report of the Commission on social determinants of health [17] , and the WB's database of equity indicators [28] but we also identified and included a report of the International Labour Organisation (ILO) dedicated to social protection in health [29] . We manually searched each document for its use and discussion of "equit*", "inequal*", "unequal", and "disparit*". The content was then summarised and analysed, especially in order to understand how these concepts were comprehended in each document and to appraise the extent to which the documents were preoccupied by those concepts. This was done through a mixed approach comprising a qualitative content analysis component (thematic analysis of the discourse utilised to approach equity in the documents) and a quantitative component (counting the number of occurrences of the terms related to equity in each document, as well as the breadth of its understandinglevels and types of equity referred to). We distinguished between (i) the level at which inequity takes place (social determinants, health outcomes, health systems and policies, access/ coverage/use of health services, funding, and financial protection), and (ii) the origin or types of health inequities (socio-economic, gender-based, etc.). Then, we adopted the same approach to analyse how the concept of equity was comprehended in three types of UHC policy documents in Benin and Senegal: (i) the national health sector plan (NHSP), (ii) the national health financing strategies (NHFS) for UHC; and (iii) other policy documents describing the UHC strategy or scheme favoured by the government. The results are presented in summary tables and the most salient features are then explained more into details. Table 1 offers a quantitative overview of the importance given to equity, and of the dimensions comprehended, in key global UHC policy documents.
Results

Equity in key global UHC reports and policy documents
Regarding the levels of equity most often considered, access (availability, coverage, provision, use) is the most often quoted dimension (explicitly referred to by 18 documents out of 20), followed by equity in financial protection (14/20 documents), and then equity at the level of health systems, policies and/or distribution of resources (13/20 documents), with varying focus according to sources. Other dimensions include equity in financial contribution (funding), in health outcomes, and in social determinants of health (incl. distribution of power, money and resources; health behaviours; water and sanitation). Regarding the types of equity considered, those most referred to are socioeconomic (wealth/income disparities) (explicitly referred to by 15 documents out of 20), geographic (across regions and urban/rural areas) (mentioned by 13/20 documents), other or undefined socio-economic disparities (12/20 documents), and gender-based disparities (10/20 documents). A variety of other criteria ("stratifiers") are mentioned throughout the documents: education, age, and cultural factors such as religion, race/ethnicity, and migrant status.
A more in-depth and qualitative content analysis of how equity has been approached in global UHC documents is provided in Table 2 .
Analysis of that sample of key UHC policy documents offer a number of interesting comments. First, most documents (15/20) do not define equity in the first place. Second, most documents speak about "health equity" or "inequity in health" in the broad sense, without mentioning the dimension or type of inequity considered. Third, there is a certain ambiguity in some dimensions of equity: "coverage" is sometimes utilised in the sense of access or availability of health services, sometimes in the sense of utilisation of health services; and "financing" sometimes refers to equity in funding (mobilisation of resources, vertical equity, public spending), sometimes to equity in resource allocation, and even sometimes in financial protection. Fourth, most documents assimilate equity to an overall objective or guiding principle closely associated to UHC and the Sustainable Development Goals (SDGs). However, the links alluded to between UHC and equity are not straightforward: overall, it is unclear whether a focus on equity is supposed to enable progress in UHC (equity as a means), whether UHC is supposed to increase equity (equity as an end), or whether these are two distinct aims. Similarly, it is unclear whether equity is a value or principle orienting actions, or whether it is an objective of such actions. Some of the documents try and clarify the links between UHC and equity: for instance, the publications from the health financing department of the WHO recurrently use a model stating that equity in the distribution of resources is a UHC intermediate objective, and equity in service use is a UHC goal [39, 45] ; a joint report views UHC as "the response to" inequities [36] ; and the 2017 Global monitoring report makes a clear distinction between equity and UHC [43] . Nevertheless, the global picture is unclear in most documents, and the approach of equity is often more rhetorical than concrete. Fifth, the concept of equity is also often linked to other concepts and values such as social justice (or inclusion), solidarity, human rights (including the right to health), and poverty alleviationbut it is even more often associated with efficiency, as well as with sustainability. Table 3 and Table 4 follow a similar thematic analytical approach and summarise the results from the analysis on how the concept of equity was comprehended in three types of country-specific policy documents in Benin and Senegal: (i) the national health sector plan (NHSP), (ii) the national health financing strategy (NHFS); and (iii) other UHC policy documents.
Implications on country UHC policies
The documents from the two countries present similarities, which enables a joint analysis. Note first that a number of findings are similar to those of the global documents. Most country-specific policy documents (7 out of 8) do not define equity in the first place; coverage, access and supply of services are used interchangeably, and the dimensions and types of health equity are often not well explicated. Regarding the level of equity considered, all country documents in our sample explicitly refer to access / coverage / use of services. Country documents also put a lot of emphasis on improving equity in allocation of resources (especially human resources) across regions (referred to explicitly by 5 documents out of 8), and on funding/financial contribution (5/8 as well). Regarding the types of equity considered, undefined or -Equity is a central concern of Chapter 2 "Advancing and sustaining universal coverage", especially in the following sections:
"The central place of health equity in primary health care (PHC)" and "Mobilizing for health equity" -Among the four reforms advocated for in the report, universal coverage reforms are viewed as those that Yes: "Equity: If all people obtain the health services they need without suffering financial hardship, equity in access has been achieved" (p. 9) -Associations of equity with UHC and other concepts:
The document considers equity is part of UHC:
"This vision of UHC embodies principles of equity in access to and use of services, quality of the services people obtain, and financial protection for people needing health services" (p. 5); UHC is not only about health but also "moving closer to UHC is also about equity, development priorities, social inclusion and cohesion" (p. 10); UHC "is a concept that is fundamentally about equity" (p. 12)
C6 WHO & WB 2013
Background document Towards UHC: concepts, lessons and public policy challenges [34] No -The document makes the case for health financing reforms:
"the objectives of universal financial protection and equity in the use of needed services are best served when health systems rely predominantly on compulsory prepaid funds" -It also makes the case for strengthening the primary level of care Yes: "inequity -unfair and avoidable inequalities" (p. 4 and later) -Equity is a central concern of this report: Table 1 o first global monitoring report [1] No -The first global monitoring report of UHC regret that [46] No -The Plan states that more than before, equity in health service distribution and financial access (financing the demand-side) were prioritised [50] No -The strategy is based on a situation analysis that emphasises the inequitable distribution of resources, including human resources, especially between regions and living environments but also between levels of care -In particular, the identified obstacles to equitable access to health services are: remoteness, isolation, inadequate accommodation for persons with disabilities, high cost of health services, and lack of availability of health facilities -The compulsory contributory scheme to health insurance for employees in the private sector is also judged inequitable -The strategy reckons that the principle of equity will be clearly positioned in the criteria that support decisions on the allocation of resources in order to democratize access to health services -The strategy comprises four strategic orientations: o The first one intends to improve the availability of quality health services, with a focus on ensuring equitable access to quality health services Yes: see next column -The overall objective of the ARCH project is to increase capacity and access to basic social services and economic opportunities in a sustainable and equitable way for Beninese people, especially the poorest -The project comprises 4 packages of social protection services (health insurance, training, credit and retirement) to improve the impact of programmes and equity in access to basic services -In the context of the implementation of the ARCH health insurance service, equity is approached in two respects: (i) equity of access, i.e. facilitating access for all Beninese citizens to the package of basic benefits, according to their individual health needs, and (ii) contributory (vertical) equity, which aims to involve each social stratum in the functioning of the ARCH system according to their ability to pay -Associations of equity with UHC and other concepts: o Equity associated with efficiency, economies of scale and sustainability broad socio-economic disparities (e.g. formal vs. informal sector, vulnerable populations) are referred to by 6 documents out of 8, while geographic (including rural/urban) inequalities are the most widely used explicit stratifier. However, in the documents reviewed, no mention was made to inequity in service quality or due to differences in education, age, or cultural aspects. Moreover, the examined country policy documents tend to refer to the principle of equity in a quite rhetoric way, in association with other broad concepts (e.g. solidarity, social justice) but also predominantly with efficiency and sustainability. The supposedly predominant policy document in each country, that is the NHSP, covers the period 2009-2018 in both countries. The NHSP of Benin reckons the existence of inequitable distribution of staff, as well as financial barriers that do not favour equitable access to healthcare, and intends "give priority to equitable financing". It is based on a vision that intends to "ensure the permanent availability of quality, equitable and accessible healthcare services to populations of all categories, based on the values of solidarity and risk sharing" (our translation). However, no concrete measure to improve equity is proposed in the NHSP [51] . That of Senegal announces that "priority is given to the equitable distribution of the supply of services and the financing of health demand" and that "the provision of a minimum supply of care per region and the judicious spatial distribution of diagnostic and treatment facilities will ensure more equitable care"; this is presumed to be achieved through a "resource allocation system made more equitable" and a "greater attention given to the operationalisation of the health map" (our translation). If more concrete strategies to improve equity are indicated than in the one of Benin, the NHSP of Senegal also refers to equity in a vague, rhetoric way, as a guiding principle among others such as "participation, multisectoriality, transparency, solidarity, and gender" [46] . More concrete actions are to be found in the subsequent Sector Investment Plan that intends to "give priority to two essential components: demand financing and construction of new infrastructure" [48] .
Both countries have also issued a national health financing strategy towards UHC (NHFS). That of Benin puts the emphasis on equity in financing and considers the need to "find places to collect (taxes, indirect taxes) that meet equity concerns" and to ensure "more equitable distribution of budget allocations" (our translation) [52] . That of Senegal diagnoses "an inequitable distribution of (human, material and financial) resources" (especially between regions and living environments, but also between levels of care) and states that "the principle of equity will be clearly positioned in the criteria that support decisions on the allocation of resources in order to democratise access to health services" (our translation). The strategy comprises four strategic orientations, the first two having a focus on equity in access to quality healthcare and financial protection [50] . However, beyond those principled statements, none of these plans proposes any concrete action (such as resource allocation criterion) to advance equity.
Finally, the two countries have chosen different strategies to increase financial protection coverage: while Senegal has opted for CBHIs [47, 49] , Benin has opted for a State-led project, called ARCH, which comprises for packages of social protection services (health insurance, training, credit and retirement) [53] .
Overall, despite differences in contexts and in political choices and discourses, the UHC policies of the two countries are quite similar in terms of their approach to equity. Both countries acknowledge important health disparitiesespecially geographic onesand assign them to inequities in resource allocations and on insufficient financial protection. On the supply side, both countries intend to revise budget allocation procedures to ensure equity and efficiencyyet, the documents examined for Benin do not explain how to do so, while the UHC policy documents in Senegal mention the "health map" (i.e., the norms in terms of infrastructure, equipment and personnel per level of care) as a concrete way to do it [46, 48, 50] . On the demand side, both countries intend to increase financial health coverage by promoting a health insurance scheme for the rural and informal sectors, and subsidising the contributions of the poor to those schemes. They also recognise the problems arising from the fragmentation of financing schemes and consider setting up a common pool, but have not yet succeeded in this respect [47, 52] . Finally, both countries are aware of the importance of social determinants of health; Senegal intends to act in this respect through multisectorial action, while Benin has rather opted for developing a whole package of social protection programmes through the ARCH project [50, 53] .
Discussion
Our study has a number of methodological limitations. It is based mostly on a documentary review, and on a purposeful sample of reports and documents. We have deliberately excluded documents targeted on equity so as to appraise whether non-specific UHC documents apprehended this concept. We have based our analysis mostly on the documentary review, without complementary methods other than our personal knowledge and expertise, accumulated during our four-year research project and prior experience in the two focus countries. We have not analysed how these documents were produced, but their origin and formulation process could explain whether or not equity is taken into account.
Our results show that the concept of equity is often used in an imprecise and even rhetoric manner, both in global and in country-specific UHC policy documents. This is true both with respect to the levels of equity considered (access, coverage and use are often used interchangeably) and to the types of equity considered (with often undefined "socio-economic" disparities). Financial equity is particularly misunderstood in many documents under review: most examined documents confuse equity in resource mobilisation and equity in resource allocationwhile actually "[e]quity in financing has to do with how revenues are raised, not with how the money is spent" [39] .
Our study was based on an analysis of policy documentsbut beyond stated policies, there might be important policy-implementation gaps. Our experience in Benin and Senegal shows that the two countries struggle to improve resource allocation and to increase financial protection coverage. In Benin, after the notable failure of the attempt of the previous government to develop a national health insurance scheme, the current government's ARCH project has endured long delays before it started to be piloted in July 2019 [54] . In Senegal, at the end of December 2018, only 19% of the total population benefitted from health risk coverage through CBHI, against an objective of 26% [55] . According to the recent Global monitoring report, the UHC Service Coverage Index (SDG 3.8.1) was at 39.6 for Benin in 2017 (down from 40.2 in 2015) and at 45.4 for Senegal in 2017 (up from 43.8 in 2015) [56] . How can that be explained? Whereas equity is a central concept in public health (thus as the policy-making level in the health sector), it is not apprehensible as such by all disciplines, which may lead to some difficulties as for translating polices into practice. Indeed, before they can be implemented, policies have to be translated into legal and institutional frameworks. However, the notion of equity merely does not exist as such in law. In Common Law systems, the term "equity" refers to a particular set of doctrines and procedures involved with civil law, which complement the statutory laws, but with no real connection to the meaning used in public health. In civil law legal systems, equity does not exist as a concept, but is comprehended through other concepts such as equality and nondiscrimination, protection of minorities, minimum base, proportionality or ability to pay, or fiscal federalism. It can also be addressed through economic and fundamental social rights, including the right to health, which imply positive obligations on behalf of government. Yet, the choice of the legal concept that will be used to translate the equity goal will not be without consequence.
Since equity encompasses many dimensions, a number of questions arise when aiming to increase equity in the context of UHC policies. First, which aspects of equity should be prioritised? For instance, should UHC policies guarantee basic rights to the whole population, or target the poorest (or other disadvantaged groups) first? A recent narrative review found that the majority of papers reviewed in public health found that UHC programmes should focus first on increasing coverage and decreasing economic barriers to access amongst the most disadvantaged groups ("progressive universalism") [9] . However, there is no consensus on how to realise that objective [57] . In particular, the implementation of targeted strategies (compared to universal ones) involve important pitfalls, such as the political unsustainability of the reforms, as well as the fact that "benefits meant exclusively for the poor often end up being poor benefits" [58] . Moreover, the levels and types of equity to be prioritised depend on the values of the society in which it takes place, and should logically vary from one country to another. Yet, we observe that while global documents consider many stratifiers, country-specific documents' diagnosis focuses on geographic and urban/rural inequities, which are probably the easiest type of disparities to be apprehended with existing data. Paradoxically, in the two countries under study, few concrete interventions are implemented to improve balance in the allocation of resources, while policies targeting the poorest or the most vulnerable exist for instance (e.g. free healthcare for children under five or caesarean sections, subsidisation of the ARCH social health insurance in Benin and adhesion to CBHI in Senegal). There is therefore a mismatch between the diagnosis of problems, and the solutions proposed. The urban bias in political decision in low-and middle-income countries has been known for decades [59] . Domestic political interests may probably explain why the health insurance policy are high in the political agenda of the Presidents of both Benin and Senegal. In Benin, the integrated social protection programme is designed to strengthen the human capital of the country in view of supporting its development, in line with the neoliberal vision of its government [53] . In Senegal, the choice of the CBHI modelagainst the tide of the international experience pointing to its limited potential to progress towards UHC [60] was influenced by domestic mutualist lobbies supported by the American cooperation agency [61] .
Second, once the equity objective has been defined, the question arises how to translate it into the country legal and institutional frameworks? Many alternatives may be possible in this respect, but the similarities in terms of equity objectives between the two studied countrieswhich have however chosen very different paths to reach UHCraises questions about the capacity of countries to actually translate global guidelines into practice in a context-specific way. The question of how to translate a moral imperative into practice has been questioned for decades, as testified by the tensions around whether and how to provide "equal opportunity" in society [62] . The development of a UHC policy may be a strictly political agenda, but it may also be pushed back by constitutional or statutory constraints, international agreements or conventions; the UHC policy may have various degrees of binding forcesthe right to health may be inscribed up to the level of the constitution (in which case it creates positive obligations for the state to secure the effective enjoyment of it). More generally, social rights and the right to health may have different legal values; if there is a legally binding commitment towards UHC, citizens could claim it directly or indirectly before the authorities, especially the courts. The stand-still rule (meaning that when a certain level of social protection or a right is reached, there is no turning back) may be used to guarantee financial commitments. Beyond access, equity in finance should also be searched for, implying that the distribution of the burden of financing health services is "fair", thus referring to the extent to which financing is progressive or regressive i.e. whether the burden falls disproportionately on the better-off, or worse-off, in society, relative to their capacity to contribute [63] . As outlined above, the two countries studied intend to render health financing more progressive and to pool resources at a high level, but no major progress has been achieved so far. In Benin, there is still no clear and sustainable mechanisms in place to finance the ARCH project [64] . In Senegal, the legal and institutional frameworks are not totally in line with the UHC policy [65] .
Third, once formalised, how should the implementation of equity policies be facilitated? Once again, policies could be seductive but difficult to translate into appropriate decrees then implemented, be it for political or technical reasons [57] , so wide policy-implementation gaps may take place [66] . Thus the content of policy documents does not necessarily reflect what is done in the field. The two country-specific cases suggest this is likely to happen as they put emphasis on re-equilibrating resource allocation within the health system, without defining allocation criteria or proposing any firm commitment to itexcept for the reference to the health map in Senegal. Furthermore, during implementation, UHC policies should be closely monitored since they may have unexpected effects on equity. For instance, a recent study on maternal healthcare in Senegal shows that while a demand-side intervention (abolition of user fees) benefitted the poorer households more, thereby reducing inequity, a supply-side intervention (expansion of the availability of maternal health services) benefitted the richer households more, thereby increasing inequity [67] .
Finally, it is worth remarking that improving equity in health necessitates intervention beyond the health sector, and beyond national frontiers. Indeed, UHC is not enough to ensure the right to health, and requires important changes to render the environment healthier [68] . Besides, national policies which target only domestic factors have limited ability to address health inequities, without engaging with the global political economy and acting on global health inequity determinants [69] .
Conclusion
Overall, it appears from our study that while equity is widely referred to in global and country-specific UHC policy documents and seems self-evident, its context-specific interpretations and applications may vary, and the concept is often utilised in a rather rhetoric and/or political way. Whereas the concept of equity covers many levels and types, and except for very specific ones, many global UHC documents fail to define it properly and to comprehend the breadth of the concept. Consequently, perhaps, country-specific policy documents also take it for granted and use equity as a broad principle, without defining it properly and without proposing concrete ways to implement it. In the two countries under study, while UHC policy documents recognise the need to tackle geographic disparities, they actually fail to define binding rules to allocate resources (financial, human, material) in a more equitable way. As for policies aimed at protecting the poorest or the most vulnerable, they are either untargeted (e.g. all children under five or all pregnant women, whatever their socioeconomic status) or face difficulties in identifying the target population (the poorest) [71, 72] . An explanation may be found in the lack of tools that comprehend other types of inequities. Incidentally, "The use of facility data or other administrative sources presents challenges as they […] typically do not collect variables relevant for equity analyses other than geographical location" [43] . Henceforth, collecting routine data disaggregated on the basis of other stratifiers could be a first step in taking better account of equity in UHC policies, and to better target populations most in need of special care. This would contribute to rendering the UHC policies more effective and more sustainable. In any case, only strong collaboration between policymakers, social scientists, financiers and lawyers can tailor UHC policies to specific country needs, and help translate them into institutional frameworks to facilitate their implementation. 
